To examine students' responses to reflective practice assignments used in medical ethics and professionalism education. The study goals include an examination of what reflective writing reveals about students' personal and professional values, identification of the narrative typologies students use to tell stories of ethical dilemmas, and a determination of the usefulness of reflective writing in informing ethics/professionalism curricula assessment and development.
examining the uses of reflective writing in medical education, a number of studies underscore the need for a more complete understanding of how we can best use this pedagogical modality to probe the ethical impact of medical training on students. In this regard, written reflective essays become an important means for medical educators to gain insight into their students' values, biases, perceptions of ethical conflict, problemsolving skills, and take-home messages about the informal curriculum. As Branch 3 suggests, analysis of critical incident reports and other such reflective writing can help guide medical teachers in terms of understanding students' ethical and developmental concerns.
The primary question that we addressed in this descriptive retrospective study was, "How do third-year medical students on a required obstetrics-gynecology clerkship identify moral conflicts, recognize personal and professional values, and draw lessons for addressing future conflicts, as expressed through obligatory reflective essays?" We also wished to determine the types of narratives students favored in addressing these questions. Following the work of Branch, 3 Ginsburg et al, 22 and others, we performed this retrospective study of students' values conflicts in real-life clinical situations that would allow us as researchers to learn about students' actual behavior (at least as reported through their writing). The institutional review board for human subjects research approved this study.
Method
During the period July 2002 to January 2006, all students (n ϭ 299) fulfilling the third-year obstetrics-gynecology rotation at the University of California, Irvine, School of Medicine were required to complete a written assignment as part of an ethics teaching session held toward the end of the rotation. All the students completed this assignment. The obstetrics-gynecology clerkship was selected for this assignment on the basis of student and faculty reports that it evoked the most concerns about unprofessional behavior among students 23 and that medical students expressed the most discomfort in challenging supervising team members about ethical issues in this and their surgery clerkships. 24 Each assignment was identified by the student's name. The students were aware that these identified essays would be read and commented on only by the instructor for the session (F.C.). Essays were not graded; completion alone satisfied the course requirement and was necessary to pass the clerkship. Students were encouraged to be frank and open in their papers and in the teaching session and were assured that both their written and verbal comments would remain confidential, as had been their experience in all of their courses with this instructor. There was no restriction on assignment word count. Assignments were turned in one week before a face-to-face smallgroup teaching session on reconciling personal and professional values. The session comprised primarily discussion among the 15-20 students in the rotation, facilitated by the instructor.
The reflective assignment was guided by a series of six questions (see List 1) designed to elicit students' perceptions of a moral conflict they had encountered on the clerkship, the larger societal issues underpinning the dilemma, distinguishing personal and professional values, addressing how they handled the ethical conflict and whether they resolved it, and how they might handle similar conflicts in the future. Over time, the instructor noted a number of interesting themes and, therefore, undertook this retrospective study. Although these questions provided more structure and direction than a typical critical incident prompt, 3 they bore many similarities to such prompts and produced a similar product. Most significantly, students initiated the selection of a specific ethical incident that they felt had had a profound influence on them.
Coding schema
Thematic analysis. We used two approaches to code the student essays.
The first was a line-by-line thematic content analysis, 25 an approach frequently used in textual analysis of reflective writing. 26 The content analysis was based in part on the six original questions, but it also drew on grounded theory, through a detailed examination of the text produced in response to each question, to allow categories to emerge from the words and phrases of the essays. Thematic analysis is based on open coding of data-that is, the building of a set of themes to describe the focus of investigation by combining similar words, phrases, and constructs. 27 This approach to analysis sometimes involves a simple listing of themes. 28 For example, using the open-ended student narratives about personal and professional values, we listed, then grouped thematically, all descriptors relevant to values. The development of themes may be driven by the researcher's a priori interests (in this case, our six questions) 29 or may be derived inductively from the data. 30 The general themes of this study were in large part established by the open-ended questions posed, but the specific categories emerged from the words, phrases, and constructs used by the students themselves in their essays.
We, guided by the two faculty members of our research team who had experience in teaching this class, created initial categories by reviewing a subset of students' papers. These categories were further refined through a consensual process in which four of us iteratively suggested and tested additional hermeneutic conceptualizations of the data. Regular meetings were held during six months to refine the coding instrument. Categories for extracting demographic and background information were also added. Two raters (L.A.L. and F.C.) were then trained in the use of the content analysis coding schema.
For Question 1, we developed categories about the types or nature of the situations students described. These categories included commonly recognized bioethical issues including abortion, maternal-fetal conflicts, treatment refusal, informed consent, end-of-life decisions, family violence, and discrimination. Other categories included student role conflicts (e.g., sense of powerlessness, concern about evaluation, asked to do something the student was unprepared or not supposed to do), team dynamics (e.g., disagreement about the treatment plan, questioning a superior's judgment), and personal belief issues (e.g., uncertain feelings, asked to do something the student considered wrong, asked not to do something the student considered right). We also recorded when the student stated he or she had not encountered an ethical conflict on the rotation and the reason for this (e.g., open minded, inexperienced, "easy" patients).
On the basis of each student's description of the situation in Question 1, we as coders made two further determinations. First, the coder identified any contextual factors the student mentioned related to the patient/family and/or the members of the health care team. Among these were cultural issues (e.g., ethnicity, race, religion), patient insurance status, social status, personality, or drug/alcohol use. Second, the coders determined who or what the student suggested was responsible for causing the conflict, including the patient, family, health care team, the student, or society. For both of these categories, all contextual factors and agents or source of conflict mentioned by students were recorded, so the results sometimes totaled more than 100%.
For Questions 2 and 3, in which the students were asked to identify personal and professional values, we developed lists based on the students' responses. The definitions of personal and * The third-year medical students' (n ϭ 299) reflective writing assignments analyzed in this study were guided by this series of six questions designed to prompt class discussion.
professional were left to each student, but class discussion suggested that students generally interpreted personal values to mean those that guided their lives outside their roles as medical students, whereas professional values were those that guided their behaviors with patients and colleagues. All values identified were recorded.
In Question 4, students described sources of ethical controversy in the obstetricsgynecology clerkship. Coders recorded whether the student viewed the source of these conflicts as primarily societal, patient centered, or educational, and they recorded this information in mutually exclusive categories totaling 100%. Whereas Question 1 generated a detailed analysis of a particular ethical conflict, in Question 4 students discussed controversial issues more generally and abstractly, even when they referenced the earlier conflict.
For Questions 5 and 6, we determined how the student addressed the ethical dilemma he or she described and how the student would address it in the future using the same categories for both what they did and what they would do. The categories generated by the students were do nothing, get help, act in the situation, defer action, educate/empower self, become disillusioned, and other. A student's response was recorded as "doing nothing" only if the student specifically stated he or she literally did nothing or took no action to deal with the problem. Getting help included, for example, consulting a friend, family member, classmate, supervisor, or authority figure, or registering a concern (e.g., through an incident-reporting system). Acting in the situation included, for example, confronting the perceived wrongdoer, intervening in patient care or a dispute between others, refusing to act as instructed, educating or empowering the patient, or removing oneself from the situation. Deferring action was coded if the student indicated he or she would do something at a later time, such as following the clerkship, after the end of the academic year, or when he or she became a physician. These coding categories were exclusive.
Narrative typologies. Narrative scholars have expressed concern that, although offering much of value, the dissection of text can also result in overlooking or ignoring the overall sense of the story. 31 In an attempt to capture this larger perspective, a global narrative coding for each essay was also developed.
We began with an inductive reading of the student essays from this global perspective. We quickly realized the similarity of thematic categories we were identifying to the narrative framework developed by medical sociologist Arthur Frank. 32 Frank identified four major types of illness narratives based on stories told by patients: chaos, restitution, journey, and witnessing. Frank's theoretical work has recently been supplemented in the literature by articles examining how such stories actually appear in patient accounts. 33, 34 We appropriated Frank's four original typologies because, in our judgment, they represent archetypal narrative forms that apply (although, of course, not exclusively) not only to patients and medical students but also to human narratives in general. However, because we were applying the narrative types to narratives from medical students rather than patients, we developed operational definitions of each Frank category that specified their application in this context. Further, we developed three additional categories that we judged necessary to adequately reflect the range of narrative types found in the student essays (compromise, resistance, and no conflict/ no problem). Operational definitions for all narrative categories are found in Table 1 .
The same two raters were trained in the use of these global coding categories, and then they classified the narrative type each student was perceived to be using overall in his or her essay (see Table 1 ).
Data analysis
Interrater reliability was determined by computing the simple percentage agreement between the two independent readers. Raw coding of both schemas was entered into an electronic database, and percentages were computed for categories of responses on each variable to produce a descriptive report. In several instances, student responses were coded in as many categories as appropriate; therefore, the total percentage of these responses can exceed 100%. The research team worked together to interpret the possible meanings and significance of the data thus identified.
Results
Class size (approximately 90 -100 students per year) and demographics were stable during the three years of our study. The students' mean age was 23 years. About 50% of students were female. Most students were undergraduate science majors, with biology predominating. The majority had lived and studied in California; 40 -50% were white, 40% were Asian, 10% were Latino, 1% were black, and 10% did not self-categorize. Information on religious affiliation was not collected, but the majority acknowledged identity with specific religions and denominations and primarily named Christian denominations, usually Catholicism, within their narrative assignments.
Interrater reliability
A first round of coding conducted on a sample of about 30 (10%) of the essays yielded interrater agreement for the two primary coders (F.C. and L.A.L.) ranging between 72% and 100% for all but the narrative coding category. Agreement was calculated on 14 separate coded variables, and a partial-credit scoring model was used to quantify coders' responses on questions for which multiple responses were given. For the assignment of a narrative type describing the essay content, subsequent refinement and recoding achieved 75% interrater agreement, and disagreements were adjudicated.
Nature of moral conflict
In Question 1, students focused on a broad range of conflicts, with no type predominating. Fewer than one third (88; 29.5%) of the students claimed not to have experienced a conflict, and many of those went on to describe conflicts after making this statement. The students claimed that they did not experience conflicts due to being open minded (25; 8.4%), being inexperienced (34; 11.4%), having "easy" patients (10; 3.3%), or other (19; 6.4%). Among the students who identified specific situations (211; 70.5%), the situations described were ones generally familiar to health care professionals and bioethicists. The students described issues related to (from most to least common) personal beliefs issues (102; 34.2%), maternal-fetal conflicts (35; 11.7%), abortion (24; 8%), student role issues (20; 6.7%), treatment refusal (19; 6.4%), societal issues (16; 
Description
Examples from student essays
Restitution
The student identifies an ethical problem, but all is quickly resolved through invoking a simple overriding principle (i.e., patient autonomy). This category is rule based and has an open/ shut, problem/solution tone. It is characterized by an absence of "wrestling" with the dilemma. "It still felt weird to remove the 'Products of Conception' from a woman's vagina. It felt as though I was removing a person from the world. I quickly came to the resolution that I was doing a lot of good for the distressed woman and I proceeded without reservation." "This situation was resolved with the decision to respect the patient's refusal to be tested for HIV. I understand and appreciate the rationale for supporting this option. . . . I respect the ethical and legal implications of intervening against the mother's wishes." 
Chaos
The ethical conflict seems irresolvable to the student, who is demoralized, confused, and conflicted. In contrast to witnessing, which is patient centered, this category is student centered in that it reflects the student's helplessness. "Does a fetus with Down syndrome have a right to live too? Does amniocentesis determine how severely the trisomy will affect the baby's IQ levels? Will the karyotyping somehow tell us if the baby will be severely, moderately, or mildly functional in society? What if the baby comes out only mildly retarded-Doesn't it still have a right to live, since it is still somewhat functional in society? Oh, and is being functional in a society the major criteria in determining life or death? Or would it be considered a kind of cruel and unusual punishment to let Down ͓syndrome͔ babies survive and live? Of course, I didn't have answers to these questions."
"The conflict presented itself as we tried to communicate the steps of the procedure to a completely blank stare. According to my personal values, I wanted to stop us from proceeding with the procedure until the girl was more receptive and comfortable with the procedure. However, this may never be the case. . . . At the end of the procedure, I still did not feel that my conflicting beliefs were reconciled, as she still had a blank stare and added tears from the pain of the procedure." 
Compromise
The student adheres to perceived values of the medical profession but feels he or she is compromising core personal values either out of (1) expediency, (2) a desire not to cause trouble, (3) selfprotection, or (4) lack of confidence. "A lot of times, when I am at clinic, I feel rushed because of all of the patients that we have to see. Patients have waited a long time and start to get cranky, and it seems like there is this great pressure to get through the charts and end the day on time. The obligation of a health care provider to patients is to see all of the patients and the obligation of the health care provider to the hospital/clinic is to do so in a timely manner so that everyone can go home on time. I felt like my personal values wanted me to stay with patients longer and talk to them, giving them my full attention to them and to detail so that the best care possible would be available to them. The obligation of a health care provider is to do so efficiently and quickly, something that I am still learning. Thus, I had conflicts of interest and had to compromise the best that I could." "I encountered a patient who was in the office to request a second therapeutic abortion. She was 20 years old but immature for her age. The attending insisted that she go on birth control, and the girl agreed to take the Pill, despite having failed to take the regimen correctly on another occasion. She seemed cavalier about the situation and it appeared that she was just saying she would take the Pill to secure the abortion and get out of the office. It is the clinician's duty to provide services requested to a patient. . . . However, it did not seem fair to me that someone should be able to use this method of birth control when so many responsible women take appropriate precautions. It crossed my mind that maybe having to carry the baby to term would set her mind straight. As I am a medical student, it was not my place to 'handle' the situation in any way. I would be more likely to give a woman a TAB who had been responsibly using birth control but had been a victim of failure rates." 
Journey
The student overcomes "barriers and difficulties" to gain wisdom and triumph in the end by helping the patient and doing right. In this category, although the student may refine his or her values, there is no sense of having made a compromise. The student struggles with the dilemma but learns valuable lessons. "This family decided not to intervene in the natural process of this condition. This means that the baby would be born to them healthy. His condition would progressively deteriorate until he would eventually pass away . . . suddenly I felt a pang of guilt. By not standing up and saying 'No,' I was partially responsible for what was going to mean this baby's death. . . . It is a difficult decision, not to offer a child the opportunity to grow up. In this case, the call was made by two very loving parents who did an extensive amount of research into what it means to have a hypoplastic heart. There was no one better suited to make the decision. . . .
This scenario made me truly reevaluate my values, however, because I had a knee-jerk reaction related to my upbringing-life is sacred."
"I have learned that finding the best way to deal with a complex situation is usually not immediately apparent, that it is a process that can involve some conflict within the team of health care providers, that it is considerate and right for a doctor to take the time to thoroughly explain his opinion instead of bluntly throwing it out there and refuting another's ideas. The road to doing the right thing, or the best thing, has twists and turns, and patient care can benefit from a team of people wrestling with their own consciences and with each other."
(Continues)
Students' Values Table 1 (Continued) Narrative type
Description
Witnessing
The student acknowledges the complexity of the moral issues and demonstrates empathy for the patient.
This category differs from chaos in that here the student calmly recognizes that there is no immediately apparent solution, but the student stays committed to the patient rather than focusing on his or her own confusion. "Suicide and euthanasia are also quite controversial. If this patient had been at home, with access to morphine, she might have been able to end her life as she chose. While in the hospital, it was up to us. It would be illegal for us to give her a narcotic overdose, even if she asked for it. The ethical obligations here are murky. Some would say physician-assisted suicide is terrible. Others say helping those who are suffering die is a moral obligation. I am not sure which the correct answer is. . . . This situation was not mine to control. I could not force the hospice team to make arrangements for our patient, nor her daughter to take time off work to care for her." "At the time of ͓the mother's͔ delivery, she also tested positive for use of opioids. The baby boy, after his birth, had difficulties with withdrawal. There was really no way for me to 'handle the situation' other than accept it. . . . As sad as it seems, the baby is ultimately his parents' responsibility, and the hospital was doing everything that they were responsible for. My only contribution was that I made sure I spent plenty of time every day holding the baby, and comforting him, which is what everyone else tried to do as well. What I learned from this situation is again the reinforcement of the fact that the world is not perfect, and not every child gets to grow up in a serene environment." 
Resistance
The student chooses personal values regardless of professional ethics or pressures, either now or in the future. "During the course of the interview with this patient, I learned about several other health and psychosocial issues going on with this patient that were related to her complaints and important to her medical care overall. . . . When I presented this patient to my resident, she was very annoyed that I was telling her all of this information about the patient . . . the message I got from this resident was that I should not even have let this patient tell me about significant episodes in her medical history. . . . I feel that it would have be wrong for me not to present these aspects of my patient's history to the resident once I knew about them even if I thought that was what she wanted. . . . As medical students, we are often under pressure to conform to the particular system of whomever we are working with for a particular day. In this situation, I told the resident that I believed that everything the patient had told me was important, given the fact that this was our first contact with the patient."
"I was surprised to learn that the infertility patients are on MediCal. MediCal is health insurance for the indigent population for the state of California. These individuals are having a difficult time taking care of themselves financially, yet these people want to have children and feel entitled to do so. But in the process an even greater financial strain is created on the patients themselves and on the general public . . . in the future, if I were to specialize in REI, I would limit my practice to patients with private insurance. I feel so strongly about my values, I cannot help patients on public assistance cause further stress upon themselves and society." No conflict/no problem The student states that no ethical dilemma was encountered during the clerkship; this differs from a restitution narrative because, since there were no conflicts, there is nothing to be restored. "I didn't observe any ethical conflicts." * Narrative categories were expanded from the work of medical sociologist Arthur Frank 32 to describe medical students' experiences of moral and ethical conflicts. The authors developed the descriptions to adapt Frank's narrative categories for application to self-reflective papers written by three cohorts of third-year medical students (n ϭ 299) during an obstetrics-gynecology clerkship from July 2002 to January 2006. The examples are quotations from students' essays.
5.3%), team dynamics issues (15; 5%), informed consent (13; 4.3%), end-of-life decisions (11; 3.7%), family violence (5; 1.7%), discrimination (2; 0.7%), and other (36; 12%).
On the basis of Question 1, the coders determined that the students most frequently indicated that the patient was responsible for the conflict (181; 60%), followed by the student himself or herself (172; 57.5%) and the health care team (100; 33.4%). The students never indicated societal factors as responsible for the conflict. For example, in reflecting on the particular ethical dilemmas that they had personally experienced, students would make statements suggesting that a patient was to blame for continuing to abuse drugs (patient), that the student himself or herself was not open minded enough (student), or that a resident should not put the student in an uncomfortable position-for example, by asking students not to reveal mistakes made to an attending physician or mention requests that the student participate in a procedure the student thought wrong for the sake of his or her education (health care team). Students did not once mention institutional, social, or cultural forces that might impinge on these and other examples of individuals' behavior.
Similarly, coders determined that contextual issues-such as decisionmaking capacity, insurance status, social status, cultural issues (Ͻ15; Ͻ5%), or personality, drug-alcohol, and family (Ͻ25; Ͻ10%)-were infrequently identified as factors in the ethical conflicts described in responses to Question 1. For example, although a student described a conflict involving concerns over whether the pregnant woman or the fetus should be the primary patient, that student did not identify drug use, social status, or financial situation as contributing factors. Rather, the discussion focused on the student's beliefs about patient rights and fetal status without addressing possible contextual or larger social issues in which such an issue is situated.
In Question 4, students themselves identified the underlying sources of ethical controversy in obstetricsgynecology to be society (132; 44.1%) or the patient (129; 43.1%). Conflicts from society included those arising from societal issues such as the ongoing controversy regarding abortion rights or discrimination. Conflicts from the patient included situations such as those due to a patient's refusal to stop misusing drugs during pregnancy or to accept a physician's treatment recommendations. Few indicated the medical education system as the source of controversy (28; 9.4%).
Personal and professional values
There was little overlap when the most frequently reported personal and professional guiding values were rank ordered and compared, with one notable exception (see Table 2 ). 
Students' responses to ethical conflicts
The students reported that more than half of the dilemmas were resolved, but, of those, only about half of the students thought they were resolved satisfactorily. Students' responses to challenging situations were largely divided between the 70 (23.4%) who reported doing nothing and the 106 (35.5%) who reported taking action within the situation. Few (15; 5%) asked for help or tried to empower or educate themselves (28; 9.4%). Very few became disillusioned (7; 2.3%).
Comparisons between what students actually did and what they speculated they would do in a similar situation in the future (see Table 3 ) indicated that almost none would do nothing in future situations (11; 3.7%), whereas still few (21; 7%) would ask for help. A slightly higher number would act in the situation (136; 45.5%). The largest increase, threefold, was in looking to educational strategies to empower themselves, by acquiring new knowledge or skills, enhancing communication, or selfreflection (104; 34.8%).
Narrative typologies
More than one third (113; 37.8%) of the students told restitution narratives, followed by journey (48; 16.1%), compromise (47; 15.7%), witnessing (38; 12.7%), resistance (27; 9%), chaos (20; 6.7%), and no conflict/no problem (5; 1.7%; see Table 1 ).
Discussion
These findings suggest important insights into students' perceptions about the moral and ethical conflicts they encounter during their medical education, their personal and professional values, and how those values inform their responses to those conflicts.
First, students seemed to perceive experiences of ethical and moral conflict in clinical situations very narrowly, without much regard to important contextual issues such as the patient's socioeconomic status, insurance coverage, or culture, as these were rarely mentioned in student essays. Further, despite the 44% of responses (Question 4) in which the students identified conflicts in obstetrics-gynecology as based in societal issues, the actual descriptions of specific situations of conflict (Question 1) focused primarily on individual patient behaviors or individual student attitudes. It was quite telling that in considering the students' specific ethical dilemmas, we as coders found no instances in which students explicitly identified society as responsible for the conflict and found only rare instances in which they mentioned contextual variables connecting individual patients to larger societal perspectives. Instead, students located responsibility primarily with patients and/or themselves. For example, issues that emerged regarding pregnancytermination decisions centered on patients' responsibility to avoid illicit drug use and students' emotional or religious responses to patient decisions. The larger societal debates related to abortion, the child welfare system, and the role of health care professionals in criminal justice were rarely mentioned, as was the case with factors of ethnicity, religion, culture, or insurance status. Thus, it seemed that although students were aware of broader societal issues, as indicated in their responses to Question 4, that awareness had not made its way into their analyses on a practice level.
This finding, which stands in contrast to those of an earlier study-which reported that although its obstetrics-gynecology clerkship students also rarely focused primarily on social, cultural, or economic issues in writing about ethical dilemmas, they at least acknowledged them in the majority of essays 35 -is potentially troubling. It suggests that these third-year students had not yet learned to think in a multifaceted way about the factors that influence ethical conflicts and, therefore, may have taken a somewhat simplistic approach in their analyses. Additionally, narrow reflection may result in a perception that responsibility for these overarching societal problems and controversies does not fall within the physician's job description. Increasingly, physicians are being expected to address the social context in which they treat patients, 36 and medical education should prepare students for this role.
Second, with the exception of respect, students drew on significantly different clusters of values to guide them personally and in the professional setting. This finding suggests that these students might want to interact differently (guiding their behavior by the Golden Rule or religious values) with patients if they were not constrained by "having" to be "professional." For example, many students concluded it was a priori "unprofessional" to explore the autonomously made decision of a patient to refuse medical treatment, although they may have wanted to talk further with the patient. Further, if a student did choose to discuss the matter with the patient, the student would justify his or her behavior as a matter of good medical practice without acknowledging the personal values that may have motivated the discussion.
Our concern here is not that one approach is "right" or "wrong" but, rather, that the students did not seem to have the reflective tools to recognize and better understand the implications of this values dichotomy. Although distinguishing personal and professional values and contexts is not necessarily a problem, we speculate that this lack of awareness of reliance on different values sets may cause confusion and moral * The authors asked three cohorts of third-year medical students (n ϭ 299) to write self-reflective essays guided by six questions (see List 1) during an obstetrics-gynecology clerkship from July 2002 to January 2006. Based on these essays, coders identified what students actually did in response to a moral or ethical conflict and what they speculated they would do when confronting a similar conflict again in the future. Students could describe as many responses as they wished. Percentages refer to the number of students who listed a given type of response, and therefore they add up to greater than 100%. † Refers to taking a specific action within the situation, such as giving the patient comfort or information or questioning the resident. It does not include asking a supervisor for help, which emerged as its own separate category of response. ‡ Distinguished from "doing nothing" because the student reported taking an action at a later time but was constrained in the moment for fear of poor evaluation, antagonizing superiors, or not knowing what to do. § A number of responses did not fit neatly into the existing categories and did not rise to numbers significant enough to create additional categories. Examples of other responses include avoid confrontation, explore one's own thoughts or biases, leave a patient to seek help or make decisions without interfering, compromise, or focus on medical treatment only. distress resulting in unresolved professional dilemmas for the students. Following Ginsburg and Stern, 37 we formed the impression that students generally regarded the professional values they learned as vague abstractions. Their responses demonstrated familiarity with these values but suggested that the students have not internalized them or made them operational (i.e., felt comfortable acting according to the values). Specifically, although they were familiar with principals of bioethics such as autonomy, beneficence, and nonmaleficence, they seemed to regard those as values that the profession somehow required them to activate rather than as anything intrinsic to them personally.
Nor did the students seem to appreciate the complexity of balancing or prioritizing competing principles. They rarely explored how the various perspectives of physician, patient, family member, and medical student might lead to different ethically based conclusions. In fact, they preferred appealing to singular values, perceived as primary, to address the ethical situations that challenged them, but they were unable to justify either the selection of the particular value or the priority they had given it. For example, the students could not explain why respect for autonomy was considered the most important value in a given situation or how it might relate to other competing values such as beneficence or justice. Also of concern, "traditional" values associated with medicine such as altruism, social justice, and service were rarely implicated as either professional or personal values. This finding may indicate a falling away from the traditional values of other-over-self that have been a guiding foundation of medicine for centuries. 38 When we compared students' actual responses when facing ethical dilemmas with how they intended to behave in future similar situations, the two most striking findings were the almost universal conclusion that doing nothing in response to an ethical conflict was a morally bankrupt choice that they would not want to repeat, despite the many pressures they identified, either in essays or in class, that constrained their ability to act. The other difference was that students' alternative to doing nothing seemed to be more actively cultivating empowerment strategies either through knowledge acquisition, improved communication, or reflection. This suggests that, despite frustrations, students remained hopeful that they could acquire additional knowledge to deal more successfully with the ethical dilemmas they observed. Of concern, however, is that this strategy also suggests a reliance on education to help them deal with conflict, when what they may need is enhanced moral fortitude or more encouraging role models (i.e., knowing more may not always be helpful in working through an ethical dilemma). It was disappointing that students rarely mentioned asking for help when facing future moral conflicts.
One puzzling discrepancy to emerge was the difference between the small number of essays attributing ethical conflicts to the medical education process and anecdotal reports from the instructor regarding the number of times this issue emerged in class discussion. Furthermore, in the specific examples offered by students, we as coders determined that the health care team was responsible for the conflict in approximately one third of the papers, although, as noted in their more general discussions, students only rarely identified the team as the source of the controversy. Faculty experience with class discussions ("venting" by students) suggested that student conflicts involving supervisors might be more frequent than was reported in their essays. Perhaps this type of conflict was underrepresented because it was censored by students when choosing an encounter for the written assignment. We speculate that students immersed within the educational system understandably were reluctant to criticize that system directly in a written format, especially when they could be identified by name. In the safety of informal classroom discussion and assured of confidentiality, they may have expressed more honest opinions.
The narrative typology findings also are thought provoking. We believe this study is the first to expand Frank's narrative typologies to medical student narratives. Whitehead 34 found that narratives of patients with chronic fatigue syndrome showed a trajectory from restitution to chaos back to restitution, subsequently often proceeding on to journey. Although often we found elements of more than one narrative type in the student essays, generally speaking they fell comfortably within a single typology (including the additions we made that emerged from the essays themselves). This may have been an artifact of the assignment in that students were asked to describe a single incident, rather than overviewing, for example, their experiences across three years of medical school.
There was no one "majority" or universal story being told, so we do not believe there was one totalizing, completely dominant influence constraining student stories. The most common story told was the restitution narrative, judged to constitute more than one third of the stories. The frequency of these stories makes sense because it remains the dominant story in modern medicine as well: the "find it-and-fix-it model." 32 The restitution story is certain, predictable, and reassuring. It can also be understood as related to Ginsburg et al's 39 concept of restorying, in that restitution stories take the moral dilemma and smooth it in a way that minimizes or eliminates the problem. Yet, the fact that other types of stories emerged, such as journey, witnessing, and resistance, suggest some cracks in the students' desire to resolve their ethical conflicts too quickly and neatly. These cracks were further in evidence in the fact that only about one quarter of students reported actual successful resolution of the conflicts they reported.
Interpretation of results
The results must be interpreted in the context of the study design. It focused on a single school at which students were homogenous in age, gender distribution, religious identification, and science major backgrounds; these characteristics may not be representative of students at other schools. We did not compare third-year students with students from other years, and we did not track cohorts longitudinally. In addition, the papers represent only a single snapshot into students' ways of thinking. The narrative typology coding method has not otherwise been tested, and its internal consistency and appropriateness to the essays are yet to be established.
Further, several aspects of the assignment itself may have influenced our results. Specifically, it is possible that demand characteristics were operating in the sense that student essays were identified by name, and it was known that the ethics professor would be reviewing them. Such knowledge may have encouraged students to write comments that would reflect on them as "good students." On the other hand, because the essays were written before the ethics discussion, the students could only guess at the professor's expectations rather than specifically tailor their responses to incorporate material previously presented. Further, coders were surprised at the frequency of "nonprosocial" statements in the essays, which seemed to ignore or contravene material presented in lecture and discussion offered in previous ethics sessions about the nature of ethical dilemmas, their meaning, and how they can be approached. This observation suggests that the operation of demand characteristics was somewhat mitigated.
Strengths of the study
The strengths of the study are notable. A large number of responses were analyzed, the data set was complete, the researchers represented different academic disciplines, and the coders achieved sufficient levels of interrater agreement for meaningful interpretation of categories.
Implications for curricular change
Taken as a whole, these findings can be helpful in informing the development of bioethics/professionalism curricula. They suggest clues to the hidden curriculum, 40 indicating that students are learning to tolerate ethical conflicts that are either unresolved or unsatisfactorily resolved in their minds, avoid complexity and uncertainty in problem solving, accept the current state of medical practice as a given, and resist broader perspectives on health care. 41 Armed with this awareness, medical educators, and ethicists in particular, can more vigorously challenge such views and pose viable alternatives. Such challenges and alternatives cannot, however, arise only out of ethics courses but must be incorporated into medical education more broadly and role modeled professionally. Some efforts are being made in this regard, such as the implementation of patient safety curricula focused on systems change. 42 Although medical students and physicians are entitled to hold varying personal and professional values, we as medical educators can play a role in instilling or at least suggesting the kinds of values we and society deem preferable and, more particularly, in increasing students' awareness of how their personal conflicts influence day-to-day patientcare decisions.
Further, the study suggests a new conceptual lens for viewing student narratives. Although applying labels to individual experiences runs the risk of minimizing important variations, it also offers a mechanism for examining those experiences for significant commonalities. The themes introduced can suggest patterns of perception and behavior in need of attention and can reveal both problems and areas for encouragement. For example, the prevalence of restitution narratives suggests that the modernist, find-it-and-fix-it medical model is regularly applied to moral and ethical dilemmas. To the extent that such a model is simplistic and reductive, ethics education could focus on more nuanced critical analysis skills and making students aware of other kinds of narrative types, such as journey and witnessing, and encourage their acceptance as legitimate ways of responding to ethical dilemmas.
The professional acculturation of physicians-in-training involves helping would-be physicians to identify their values, sort them out, and manage conflicts when they occur. Acknowledging the tensions between our personal and professional values is a first step that, at least, allows us to openly confront those tensions. 43 Our findings suggest that permitting students to identify conflicts arising from discordant personal and professional values may be an important function of the bioethics and professionalism curriculum.
